A 50-year-old well-trained cyclist reported increasing brief episodes of chest pain over the last 8 years at maximum exercise during alpine bicycle training. Previous cardiac stress testing on a supine bicycle ergometer revealed nonspecific ST-T abnormalities. In June 2007, the patient was referred for computed tomography coronary angiography, which revealed a coronary anomaly, with the right coronary artery originating from the left coronary sinus and taking an interarterial course between the ascending aorta and the pulmonary trunk. There were no atherosclerotic alterations in the coronary arteries. Subsequent bicycle exercise stress and myocardial perfusion imaging revealed no myocardial perfusion defect.
FIGURE 1.
Computed tomography coronary angiography has been demonstrated to be an excellent method for the diagnosis of coronary anomalies. [1] [2] [3] [4] Images A (volume rendering), B (axial reconstruction), and C (curved multiplanar reconstruction) demonstrate the origin of all coronary arteries from the left coronary sinus (white asterisk) on computed tomography coronary angiography (VCT, GE Medical Systems, Milwaukee, WI). The right coronary artery (RCA) takes an interarterial course between the ascending aorta and the pulmonary trunk (black asterisk). This anomaly is considered "malignant" because of the potential compression of the RCA between the vessels and its association with ischemia and sudden cardiac death. [5] [6] [7] [8] Despite discrete luminal compression at the origin of the RCA, there was no perfusion defect on myocardial perfusion imaging (Ventri, GE Medical Systems, Milwaukee, WI) with Tc-99m tetrofosmin on bicycle exercise stress with a maximum workload 295 watts (ϭ 162% of the predicted work load; image D).
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